Objective Brain computed tomography (CT) is commonly performed to diagnose acute altered mental status (AMS), a critically important symptom in many serious diseases. However, negative CT results are common, which result in unnecessary CT use. Therefore, this study aimed to determine the clinical factors associated with positive CT findings.
INTRODUCTION
Altered mental status (AMS) is one of the most common chief complaints reported in 4% to 10% of emergency department (ED) patients. [1] [2] [3] A wide range of clinical conditions can cause acute AMS, either direct central nervous system (CNS) pathologies such as stroke, seizure, and encephalitis or non-CNS-origin such as sepsis, metabolic imbalance, cardiogenic shock, and intoxication. Moreover, history taking in patients with AMS is, due to their condition, problematic. Thus, determining the exact etiology in patients with AMS is challenging for emergency physicians. 1, 3 Brain computed tomography (CT), the primary diagnostic tool to identify intracranial pathologies, has been recommended for AMS. 1, 3, 4 Unfortunately, brain CT has some limitations when used to diagnose non-intracranial pathology-related AMS. 2, 5, 6 Studies evaluating the brain CT of patients with AMS without trauma were limited, as most previous studies investigated its effectiveness in patients with traumatic brain injuries. Therefore, this study aimed to evaluate the effectiveness of brain CT in patients with non-traumatic AMS and, consequently, determine the clinical characteristics predictive of positive brain CT findings in these patients.
METHODS

Study setting
This study was conducted at a single urban academic hospital with an annual ED census of 55,000. A retrospective ED-based registry of AMS was reviewed from April to December 2014. Nontrauma patients who had Glasgow Coma Scale (GCS) scores of ≤14 and presented to the ED with noncommunicable disease were enrolled in this study. Those who had previous neurologic deficit (modified Rankin Scale of ≥ 2), uncomplicated ethanol ingestion, cardiac arrest, aged <18 years, or recovered from mental illness at the time of the initial ED evaluation were excluded.
Basic patient characteristics such as age, sex, medical history and previous medications, initial vital signs, neurologic findings, initial laboratory test results, brain CT findings, and final diagnoses were collected. One senior resident (third or fourth year) or faculty of emergency medicine performed full neurologic exams in the patients to determine any cranial nerve abnormality, motor weakness, or cerebellar dysfunction. Only brain CT results conducted in the ED were included for evaluation. Brain CT findings, formal reports, and final diagnoses were reviewed by a faculty of emergency medicine. "Positive CT finding" was defined as the presence of abnormal findings suggestive of acute AMS. This study was approved by the institutional review board of the study hospital (16-2015-3) , and written informed consents were waived. Cranial nerve, extremity, and cerebellar abnormality.
Statistical analysis
Statistical analyses were performed using the IBM SPSS Statistics ver. 20 (IBM Corp., Armonk, NY, USA) and R ver. 3.3.1 (R Foundation for Statistical Computing, Vienna, Austria). Categorical variables were recorded as frequency with the corresponding percentage and compared using the chi-square or Fisher's exact test as appropriate. Continuous variables were expressed as the mean ± standard deviation, and Student t-tests were performed. Multivariate logistic models were performed using the forward selection approach, and the results were recorded as adjusted odds ratio (OR) with 95% confidence interval (CI). Conditional Inference Tree Analysis was performed to generate a decision tree to predict positive brain CT results using the R package "Party" ver. 1.0-25. 7, 8 All statistical tests were two-tailed at 0.05 level of significance.
RESULTS
A total of 508 patients treated during the study period met the eligibility criteria and were enrolled in the registry. Among them, 367 (72.2%) patients had undergone brain CT in the ED. All patients with a focal neurologic deficit underwent brain CT, except one who underwent brain magnetic resonance imaging. Table 1 presents the baseline characteristics of the patients. A total of 146 patients had positive CT findings: 81 (55.5%) had intracranial hemorrhage, 54 (37.0%) infarction, 10 (6.8%) tumor, and 1 (0.7%) brain swelling. The most common cause was cerebrovascular etiology (122, 83.6%) ( Table 2) . Table 3 shows the clinical parameters according to brain CT results. Values are presented as mean ± standard deviation or number (%). CT, computed tomography; GCS, Glasgow Coma Scale; SBP, systolic blood pressure; DBP, diastolic blood pressure; WBC, white blood cell; BUN, blood urea nitrogen; AST, aspartate aminotransferase; ALT, alanine aminotransferase. a) > 4 days per week.
Brain CT for acute altered mentality
In the multivariate analysis, the presence of focal neurologic deficit (OR, 132.6; 95% CI, 37.8 to 464.6), C-reactive protein (CRP) of < 2 mg/dL (OR, 3.9; 95% CI, 1.4 to 10.6), and GCS score of < 9 (OR, 2.4; 95% CI, 1.2 to 4.8) were significantly associated with positive brain CT results (Table 4) .
To generate the decision tree in the Conditional Inference Tree Analysis, the presence of focal neurologic deficit was the primary predictive factor (96.7%) of positive CT result. In patients without focal neurologic deficit, 39 (37.5%) with positive CT scans had GCS scores of < 9 and CRP levels of < 2 mg/dL. Sixteen patients (11.7%) showed GCS scores of ≥ 9, and 4 (11.1%) had GCS scores of < 9 and CRP levels of ≥ 2 mg/dL. The accuracy of the decision tree was 0.8311 (95% CI, 0.7887 to 0.868; P< 0.001) (Fig. 1) .
DISCUSSION
Acute AMS caused by intracranial pathology usually requires immediate diagnosis and intervention. Brain CT is regarded as one of the essential approaches to manage AMS. 4 With technical advancements over the past decade, utilization of brain CT in the ED has continuously increased. 9 However, increased rates of CT use can expose patients to excessive levels of radiation and society to higher medical costs. One retrospective study that reviewed brain CT utilization in a single ED found that the rate of brain CT use had increased by 60% over a 7-year period; however, the diagnostic yield for intracranial hemorrhage had remained constant at approximately 3%. 10 Therefore, several guidelines for brain CT have been developed, but are mostly relevant to traumatic brain injuries. [11] [12] [13] Moreover, studies on patients with AMS using brain CT were limited. Hardy and Brennan 2 evaluated the brain CT of elderly patients (aged > 70 years) with acute confusion, noting that positive findings were detected in only 14%. Partel et al. 6 evaluated the brain CT data of poisoned patients with AMS, determining that no cases had abnormal CT findings and that brain CT was performed at a higher rate for these patients nonetheless. Leong et al. 5 evaluated 382 brain CT scans performed on patients with AMS over the course of 11 months at a single ED. They reported that diastolic blood pressure of > 80 mmHg, GCS score of < 15, focal weakness, increasing plantar response, dilated pupils, and use of antiplatelet and anticoagulant medications were factors associated with abnormal CT findings. In the present study, the following patient characteristics differed: first, the GCS scores in all patients were < 15, and second, trauma patients were excluded. Furthermore, we evaluated laboratory test results that are crucially important for differential diagnosis in the ED, which were not included by Leong et al. 5 In our analysis, the presence of focal neurologic deficit was a significant factor suggesting positive brain CT findings (Table 4 and Fig. 1 ). Only three (3.3%) patients with focal neurologic deficit had negative CT findings: two had an acute ischemic lesion on brain magnetic resonance imaging and one hypotension-caused AMS. Only one patient had cerebellar dysfunction, who needed a cerebellar function test requiring cooperation that is typically not possible in patients with AMS, which might affect the results. 14 Based on our results, initial GCS scores of < 9 and CRP levels of < 2 mg/dL were also correlated with positive brain CT findings (Table 4 and Fig. 1 ). Traditionally, brain imaging studies have been recommended for patients with low GCS scores, a protocol supported by our results. 4, 11, 15 Neurologic evaluation findings in patients with lower GCS scores ( < 9) might be more limited and less accurate than those in patients with higher GCS scores, simply due to poor cooperation. 3 Neurologic evaluation may be easier and more accurate in patients with higher GCS scores. CRP is a pentraxin released by the liver during the phase response of acute inflammatory reaction. Although every inflammatory condition can increase the CRP level, its high elevation is thought to be suggestive of infection. Patients with severe sepsis and septic shock had higher CRP levels than those with noninfectious systemic inflammatory response syndrome. 16 In our study, lower CRP levels ( < 2 mg/dL) were associated with positive CT results (Table 3 and Fig. 1 ). Most patients with positive CT results (93.2%) have CNS pathology (cerebrovascular, CNS infection, CNS tumor, seizure/postictal confusion, and other CNS pathologies) ( Table 2) . CRP level can be also elevated in many CNS pathologies, such as ischemic stroke and brain hemorrhage. However, in these conditions, increased CRP levels occur several hours after the brain injury; therefore, routine evaluation of CPR levels is not recommended as an initial assessment, and these can affect our results. 17, 18 Based on the Conditional Inference Tree Analysis results, we suggest the following protocol: if the patient has focal neurologic deficit, brain CT should be performed (CT positivity rate, 96.7%); if the patient has no focal neurologic deficit and if the initial GCS score is < 9 and CRP is < 2 mg/dL, brain CT can be helpful (CT positivity rate, 37.5%); and if GCS score is ≥ 9 or < 9 and CRP ≥ 2 mg/dL, brain CT might not be helpful (CT positivity rate, 11.7% and 11.1%, respectively) (Fig. 1) . For the generalization of these results, an external validation study should be conducted.
More than 70% of patients included in the present study underwent brain CT, which is higher compared to relevant previous reports. This could have been influenced by the facts that cases of alcohol ingestion or of AMS in previously neurologically impaired patients were excluded from our study. The rate of positive findings on brain CT was 39.8%, which is not much lower than that of the previous studies (14%, 45%). 2, 5 Regional and cultural factors, which should be noted here, can also affect the pattern of brain CT utilization. The present study has several limitations. First, its design is retrospective. Patients without brain CT were excluded from the analysis, although if they had been included and had undergone brain CT, abnormal lesions might have also been found, which could have affected the results. The neurologic status of these patients changes easily, even in those with only minor medical conditions. 1, 3 Moreover, in the retrospective setting, degrees of AMS are often difficult to understand, and, therefore, evaluate. Finally, the study lacks an ordering protocol for brain CT; instead, CT scans were conducted based on the attending physician's decision, which could have resulted in a selection bias. Large-scale prospective multicenter studies will overcome these limitations.
In conclusion, positive findings were detected in 39.8% of patients with acute AMS who underwent brain CT in the ED. Initial GCS scores of < 9, CRP levels of < 2 mg/dL, and presence of focal neurologic deficit were significantly associated with positive brain CT findings.
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